Purpose of the Study: To determine the prevalence and extent of successful aging (SA) when various suggestions proposed in the previous literature for improving models of SA are incorporated into one holistic operational definition. These suggestions include defining and measuring SA as a developmental process, including subjective indicators alongside more objective ones, and expressing SA on a continuum. Design and Methods: Data were used from 2,241 respondents in the Longitudinal Aging Study Amsterdam, a multidisciplinary study in a nationally representative sample of older adults in the Netherlands. Latent class growth analysis was used to identify successful 16-year trajectories within nine indicators of physical, cognitive, emotional, and social functioning. SA was quantified as the number of indicators in which individual respondents showed successful trajectories (range 0-9). Results: Successful trajectories were characterized by stability, limited decline, or even improvement of functioning over time. Of the respondents, 39.6% of men and 29.3% of women were successful in at least seven indicators; 7% of men and 11% of women were successful in less than three indicators. Proportions of successful respondents were largest in life satisfaction (>85%) and smallest in social activity (<25%). Correlations of success between separate indicators were low to moderate (range r = .02-.37). Implications: Many older adults age relatively successfully, but the character of successful functioning over time varies between indicators, and the combinations of successful indicators vary between individuals.
the meaning of SA from a "lay perspective" (e.g., Phelan, Anderson, LaCroix, & Larson, 2004; Reichstadt, Sengupta, Depp, Palinkas, & Jeste, 2010) . Throughout the past few decades, a wide variety of suggestions for improving the definition and measurement of SA have been proposed (Martinson & Berridge, 2015) . Several of these suggestions remain to be sufficiently translated into operational definitions. This means that their implications for the prevalence and understanding of SA are still unclear. This study integrates four suggestions for improvement into a new operational definition of Successful Aging.
First, most studies so far have used cross-sectional data, providing limited insight into the dynamic processes that might underlie SA. The studies that did address change over time in relation to SA have done so in distinct ways. A study by Pruchno and Wilson-Genderson (2014) identified groups of successful agers by using latent profile analysis at two points in time and by grouping indicators of SA in subjective (e.g., self-assessment of SA) and objective ones (e.g., physical functioning). They observed that 18.1% of older people who were defined as successful agers at one point in time, were not so anymore according to the same criteria 4 years later. Hsu and Jones (2012) applied a multiple trajectory analysis on longitudinal data from older Taiwanese. They identified four types of trajectories, labeled "successful aging," "usual aging," "health declining," and "care demanding." Indicators included chronic diseases, physical functioning, depressive symptoms, social support and participation, and economic satisfaction, yet these indicators were not integrated into one overall definition of SA. Other recent longitudinal studies that bear importance for the concept of Successful Aging have focused on Positive Aging (Zaslavsky et al., 2014) and multidimensional health disparities (Xu, Liang, Bennett, Botoseneanu, & Allore, 2015) . Such studies indicate that using multidimensional longitudinal data in combination with statistical techniques such as latent growth modeling may be essential to advance research on the multidimensional process of aging.
Second, the second suggestion for improvement notes that most operational definitions of SA have been limited in incorporating multiple domains of functioning. Despite the multidimensional nature of Rowe and Kahn's definition, a recent review found that 30 out of 105 included definitions contained physiological indicators only (Cosco et al., 2013) . This is at odds with findings that most older adults highly value emotional and social functioning alongside good physical functioning (Bowling & Dieppe, 2005; Phelan et al., 2004; Tate, Swift, & Bayomi, 2013) . Unidimensional uses of a multidimensional concept may result in biased estimates of the prevalence of SA (Bowling & Iliffe, 2006) and may exclude the possibility to observe that losses in one domain of functioning are compensated by gains in other domains (Baltes, 1997) . In addition to including multiple domains of functioning, another suggested way to obtain more holistic operational definitions of SA is to combine relatively objective with subjective indicators of health and well-being (Bowling, 2007; Cosco et al., 2013) . Indicators such as life satisfaction or subjective health are likely to capture many more aspects of well-being and health that cannot be obtained through more objective measures tapping into specific situations or events, and the proportions of successful older adults in such factors may differ from those found with "expert" measurements (Pruchno, Wilson-Genderson, & Cartwright, 2010) .
Third, many definitions of SA have followed Rowe & Kahn's requirement that one should have a low probability of disease in order to age successfully (Rowe & Kahn, 1997) . However, this proposed element of SA has been criticized in light of findings that only a small fraction of people age without chronic diseases (Mclaughlin, Connell, Heeringa, Li, & Roberts, 2010; Montross et al., 2006; Schulz & Heckhausen, 1996) . Moreover, as long as no multimorbidity is present, a chronic disease does not necessarily imply significant decreases in overall wellbeing (Marengoni et al., 2011; Walke, Gallo, Tinetti, & Fried, 2004) or lower levels of self-rated SA (Montross et al., 2006) . While chronic diseases should be considered as an important correlate or predictor of SA, we conclude that omitting this factor from SA models results in definitions that are less heavily biased toward biomedical functioning.
Fourth, the fact that most SA studies divide the entire study population into either "successful" or (by implication) "unsuccessful" individuals has been criticized (Cosco et al., 2013; . This divide seems to result from the persistently applied criterion that in order to be aging successfully, individuals should function well on all of the proposed indicators of SA. However, there is no compelling reason to regard individuals who function less well on one or more components of SA as being completely "unsuccessful." Even when experiencing limitations in one domain of functioning, older adults might perform relatively well in other domains, and their aging process may be considered quite successful. Consequently, it has been argued that SA should be seen on a continuum rather than as an overall win/lose proposition (Bowling, 2007) . However, to date, few studies exist that have employed such operational definitions.
We have discussed four suggestions to improve operational definitions of SA; that is, addressing SA as a developmental process rather than an outcome at a single point in time; using extensive multidimensional data including subjective and more objective indicators of functioning; abandoning the absence of disease as a requirement for SA; and measuring SA on a continuum instead of as a dichotomy. The objective of the current study is to assess the prevalence and extent of SA in a Western population when these suggestions are empirically integrated into one operational definition. Specifically, we construct a holistic index of SA based on observed longitudinal trajectories in multiple subjective and objective indicators of physical, cognitive, emotional, and social functioning. This index of SA should be sensitive to within-person changes of functioning over time and to variability in functioning across several dimensions of aging.
Design and Methods

Study Sample
The Longitudinal Aging Study Amsterdam (LASA) is a longitudinal, multidisciplinary cohort study on a wide range of factors related to physical, cognitive, psychological, and social functioning in older adults in the Netherlands (Huisman et al., 2011) . The study is based on a nationally representative sample of older adults aged 55-85 years at baseline (years of birth 1908-1937) , living in three culturally distinct regions in the Netherlands. The baseline data collection was conducted in 1992-1993, with three yearly follow-up measures. The main interview was done by means of face-to-face, computer-assisted interviews. Additionally, respondents were asked to fill out a written questionnaire and to participate in a medical interview, entailing a separate visit to administer clinical measurements and ask additional questions. Interviewers were trained and the interviews were tape-recorded for quality checks.
The baseline measurement (1992) (1993) included 3,107 respondents. Follow-up measurements were carried out in 1995-1996 (N = 2,545), 1998-1999 (N = 2,076), 2001-2002 (N = 1,691), 2005-2006 (N = 1,257), and 2008-2009 (N = 985) . Between two measurements, on average 12% were lost to follow-up due to death, and 8% refused, were too frail to participate or could not be contacted. Respondents who had data on at least two measurements on an indicator of SA were included in the calculation of trajectories for this indicator (range N = 2,213-2,240). Subsequently, only respondents for which trajectories on eight out of nine indicators of SA could be computed were included in the Successful Aging Index (SA index; N = 2,185).
Indicators of SA
The selection of indicators was initially guided by Rowe & Kahn's classical definition of SA, on the basis of which we included indicators of physical and cognitive functioning, and "active engagement with life" (Rowe & Kahn, 1997) . However, we made fundamental adaptations in line with the improvements that have been suggested in the literature. We did not include chronic diseases as an indicator of SA, but added indicators of emotional functioning. Furthermore, we included subjective indicators, involving single-item personal evaluations of "health" and "life satisfaction," alongside more objective ones. These choices led to a selection of nine indicators, covering four domains of functioning.
Physical functioning is a central domain in most definitions of SA, and it is the most frequently mentioned aspect of SA by lay-people (Bowling, 2006; Jopp et al., 2015; Phelan et al., 2004) . We included measures of functional limitations and self-rated health. Functional limitations were measured by asking respondents whether they could perform the following six activities: walking up and down a staircase of 15 steps without resting, using own or public transport, cutting own toenails, dressing and undressing, sitting down and standing up from a chair, and walking outside for 5 minutes without stopping. Response categories ranged from 1 (no, I can not) to 5 (yes, without difficulty), resulting in a scale score ranging from 6 to 30. Self-rated health was assessed with the question "how is your health in general?", with response categories 1 (poor) to 5 (excellent). This self-assessment summarizes cognitions and intuitions about one's health status, expected changes in health status, the individuals' perceptions of the health of peer groups, and perceptions of cultural norms about health (Jylhä, 2009) ; that is, a clearly holistic indicator of health of an individual.
As indicators of emotional functioning, we selected depressive symptoms and satisfaction with life. Depressive symptoms were assessed with the Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977) . The CES-D is a self-report scale ranging from 0 to 60, with higher scores representing more depressive symptoms. Scores of 16 or higher are indicative of clinically relevant depression. Satisfaction with life captures overall levels of well-being. This was assessed by asking "How satisfied have you been with your life lately?" with response categories ranging from 1 (very dissatisfied) to 5 (very satisfied).
Cognitive functioning was measured using the MiniMental State Examination (MMSE; Folstein & Folstein, 1975) , a 20-item scale ranging from 0 to 30, with higher scores indicating better cognitive functioning. Scores of 23 or lower are generally considered to be indicative of cognitive impairment (Tombaugh & McIntyre, 1992) .
Good social functioning is often indicated as an important factor in SA by older adults themselves (Jopp et al., 2015) . It reflects involvement with the world and with people around them, and their wish to retain a role in society (Phelan et al., 2004) . Social functioning was covered by four indicators: social loneliness, social activity, emotional support given to others, and instrumental support given to others.
Social loneliness is a subjective feeling stemming from the absence of contact with a broader group of people, or an engaging social network (de Jong-Gierveld, van Tilburg, & Dykstra, 2006) . This was assessed with a subscale of the De Jong-Gierveld Loneliness Scale (De Jong-Gierveld & Van Tilburg, 1999) , which includes five items such as "I can call on my friends whenever I need them." Response categories were dichotomized into 0 (no) and 1 (more or less or yes), resulting in a scale score ranging from 0 to 5.
Social activity was assessed by asking respondents how often they engaged in visiting activities or meetings of different types of organizations per month (e.g., senior associations, organizations for leisure or hobby, church). Frequencies of participation in each of the organizations were summed, resulting in a variable ranging from 0 to 35.
For the nine network members with which the respondent had the highest frequency of contacts, excluding the partner, questions were asked about the provision of emotional and instrumental support. For emotional support given, the respondent was asked, "How often in the past year did you talk to X about his or her personal experiences and feelings?". For instrumental support given, the question was "How often in the past year did you help X with daily tasks in and around the house?". The answer categories ranged from 1 (never) to 4 (often). Scores were summed across the relationships, resulting in a total score ranging from 0 to 36. If there were no relationships other than with the spouse, a score of zero was assigned. For more details on the method used to delineate the personal network, see Van Tilburg (1998) .
Analytical Procedure
We quantified SA as an index that increases linearly with the total number of indicators in which individual older adults showed a relatively favorable developmental trajectory over a time span of 16 years. The composition of the SA index comprised two steps.
To identify subgroups of individuals following similar developments over time, we used latent class growth analysis (LCGA; Nagin, 1999) . LCGA maximizes homogeneity in trajectories of functioning within, and differences between subgroups ("latent classes"), providing estimates of the proportions of the study population within each subgroup of individuals following a similar trajectory (Nagin, 1999) . A LCGA model includes the longitudinal observations within one indicator of SA, an intercept (baseline value), linear, quadratic and cubic slope, and a categorical latent class variable, denoting the number of latent classes (Figure 1 ). The full information maximum likelihood (FIML) procedure was used to handle missing values, allowing a complete trajectory to be estimated for all included respondents with information on two or more time points for the particular indicator. Because the distribution of several indicators was skewed and some indicators had few possible values (e.g., satisfaction with life), we used a maximum likelihood estimator with robust standard errors. This estimator has been shown to be robust against violations of normality and performs as well as categorical estimators when the number of categories is at least five (Rhemtulla, Brosseau-Liard, & Savalei, 2012) . Mplus 7.0 (Muthén & Muthén, 2012) was used to analyze the data. The LCGA analyses were carried out for each indicator separately. As there are fundamental differences in the aging process between men and women (Aartsen, Martin, & Zimprich, 2004; Dykstra & De JongGierveld, 1992; Strawbridge, Camacho, Cohen, & Kaplan, 1993; Zunzunegui et al., 2007) , the analyses were stratified for gender.
We estimated unconditional models only, meaning that no covariates were added to the model. This also applied to chronological age, in line with Rowe and Kahn's (1987) view that age-associated changes can be explained in terms of lifestyle, habits, diet, an array of psychosocial factors, and, as argued by critics of their model, sociostructural conditions as well, rather than in terms of chronological age per se. An advantage of this approach is that the models are not disproportionally influenced by one predefined covariate (i.e., baseline age), such that baseline age may be investigated afterwards as one potential covariate or predictor of SA alongside others.
Starting from a single-class model, at each subsequent step an additional class was added to the model until the best fitting model was found. We employed this stepwise procedure using linear, quadratic, and cubic slopes. In some cases, varying the type of slope function among the latent classes, for example, fitting a linear slope to one class, but a quadratic slope to the other classes, further improved model fit. Statistical criteria for the best fitting model were the lowest Bayesian Information Criterion value, a p value of less than .05 for the Vuong-Lo-Mendell-Rubin likelihood ratio test (VLMR), an entropy summary statistic of more than .70, and at least 2% of the respondents in each latent class. Additionally, visual inspection of the trajectories and theoretical interpretability of the results guided the final model selection. As LCGA is susceptible to local solutions, we estimated the models with 100 random starting values.
Step 2: Computation of the SA Index After selecting the best fitting model, for each indicator, the class number to which respondents were assigned was exported from Mplus and merged into one SPSS data file. This number was based on the class with the highest posterior probability.
Trajectories with the highest initial levels of functioning and the smallest decline, or with substantial improvement over time regardless of initial level were labeled "successful." When clinically relevant cutoff points were available, an additional criterion was that a successful trajectory should not cross this cutoff point at any point in time. This applied to cognitive functioning (MMSE score ≤ 23) and depressive symptoms (CES-D score ≥ 16).
Finally, we calculated the SA index by counting the number of indicators in which each respondent belonged to the subgroup with a "successful" trajectory. The resulting SA index is an ordinal variable, ranging from 0 (no successful trajectory for any of the indicators) to 9 (successful trajectories for all of the nine indicators). Scores of respondents who had one missing indicator were divided by 8 and then multiplied by 9.
Additional Analyses
We performed two analyses to investigate how the SA index was related to basic baseline characteristics of the respondents. First, we calculated the mean baseline age for each latent class to investigate to what extent baseline age was related to class membership. Second, we performed a multiple regression analysis using baseline age, years of education, number of chronic diseases, and partner status to predict scores on the SA index.
Finally, we calculated correlations among all dichotomous indicators of SA (i.e., "success" vs "no success") and of each separate indicator with the SA index as a whole.
Results
We first compared the respondents that were excluded from the full baseline sample (N = 922 from a total of N = 3,107) with the respondents for which the SA index was calculated (N = 2,185). Statistically significant differences in baseline characteristics between the excluded and included were found. This applied to gender (included: 53% women; excluded: 49% women; p < .05), baseline age Baseline characteristics and observed scores on the SA indicators at baseline and follow-up for the final study sample (N = 2,185) are presented in Table 1 . Table 2 shows results for the 18 selected LCGA models. For all models, the best log-likelihood value was replicated with different random starting values, indicating a high likelihood that the global maximum was found. A complete overview of the stepwise procedures guiding model selection is provided in Supplementary Material.
In most cases, the statistical indicators provided unambiguous guidelines for model selection. We elaborate here on the cases in which we preferred a model with slightly less than optimal statistical fit on theoretical grounds. For depressive symptoms, the VLMR statistic of the threeclass linear model reached only marginal statistical significance (p = .08), indicating that the three-class model did not fit significantly better than a two-class model. However, we found that in addition to the stable low and stable high classes in the two-class model, the emerging third class consisted of 31% of respondents with significant increases in depressive symptoms over time. The presence of such a group is an expected finding and is in line with earlier findings (e.g., Hsu & Jones, 2012) . We therefore selected the three-class model.
A comparable issue emerged with cognitive functioning for women. Here we preferred the three-class quadratic model that included a class that started above the clinical cutoff point of 23, but declined below this cutoff point, over the two-class model that contained only a stable low and stable high group. For social activity (men and women), the VLMR statistics indicated that a two-class solution did not fit better than a single-class solution. However, the entropy statistics indicated little uncertainty in classifying individuals into two latent classes. Therefore, we accepted the twoclass solution.
For four indicators of SA, we regarded more than one latent class as having a successful trajectory. For self-rated health, two classes had values that were stable between "good" (4) and "excellent" (5) health during the course of the study. For social loneliness, one trajectory indicated low initial loneliness and little increase over time, and a second trajectory indicated relatively high initial loneliness, but substantial and statistically significant decline over time. For satisfaction with life, we found a small subgroup (only in women) with low initial life satisfaction but an increasing level over time. This group reached a level comparable with that of the larger successful subgroup. A similar pattern emerged for instrumental support given for women, with one class showing increase in the amount of support given over time.
For most indicators, substantial proportions of the study sample had a "successful" trajectory. For example, 76% of the men and 72% of the women had high and stable cognitive functioning; 77% of the men and 77% of the women were not lonely or recovered from loneliness; and 69% of the men and 67% of the women provided relatively high amounts of emotional support to others, compared with the other latent class. However, relatively low proportions of older adults had relatively successful trajectories in social activity (19% of the men and 25% of the women) and instrumental support given (35% of the men and 22% of the women).
For most indicators, the average baseline age was lowest in the subgroup(s) with successful trajectories (Table 2) . However, the standard deviations within successful classes were substantial, suggesting that successful trajectories were not exclusively observed in the youngest participants. Furthermore, the magnitude of age differences between classes varied greatly among SA indicators. For instance, they were relatively large in functional limitations and cognitive functioning (up to 10 years mean difference between classes), but quite small in social loneliness and satisfaction 8.59
Self-rated health (1-5; higher = better health) with life (<3 years of mean baseline age difference between classes). Descriptive analyses of the SA index showed that, on average, men were successful in 5.75 (SD = 1.96) and women in 5.17 out of nine indicators of SA (SD = 2.04; Table 3 ). A minority of the respondents had four or less successful trajectories (26.4% of men and 36.6% of women). Only 0.1% of the men and 1.2% of the women had no successful trajectories, whereas 4.6% of the men and 2.9% of the women were successful on all of the nine indicators. Because 126 respondents had only eight valid SA indicators, we checked potential bias in the frequency distribution. In the extreme case that all 126 respondents would have had a successful trajectory on the missing indicator, the proportions within each category of the SA index would have differed by only −0.9% to +0.5%, and the means of the SA index would have been about 0.03 points higher.
A multiple regression analysis with the SA index as the dependent variable showed that lower baseline age, more years of education, lower numbers of chronic diseases, and having a partner within the household as opposed to having no partner were significantly associated with having more successful trajectories (all p values < 0.001; Table 3 ).
We found moderate to strong correlations between each separate indicator of SA and the SA index as a whole (Table 4) . The weakest correlations with the SA index were found for social activity (r = .36 for men and r = .35 for women) and satisfaction with life (r = .38 for men and r = .44 for women). The strongest correlations with the SA index were found for functional limitations (r = .61 for men and r = .59 for women) and depressive symptoms (r = .57 for men and r = .62 for women). Correlations among the dichotomous indicators were weak to moderate and varied from .02 (social activity and social loneliness for men) to .36 (self-rated health and functional limitations for men), indicating that a successful development in one indicator was relatively weakly associated with successful development in other indicators. The correlation patterns were very similar for men and women.
Discussion
The current study provided an operational definition of SA based on multidimensional and longitudinal data of aging individuals, where the determination of relative success was informed by statistical techniques that enabled identification of homogeneous subgroups with distinct trajectories of functioning. We incorporated subjective assessments of health and well-being alongside more objective measurements, avoided dichotomization on the aggregate level of The Gerontologist, 2017, Vol. 57, No. 2 SA indicators, and allowed various types of trajectories over time (limited decline, stability, and improvement) to qualify as SA. This approach resulted in three main findings.
First, following arguments that SA should be conceptualized as a process, the use of developmental trajectories of functioning as building blocks for our operational definition revealed that the process of SA may take several forms. For most indicators of SA, the magnitude and direction of change over time varied substantially between the subgroups that were identified with LCGA. The character of "successful" trajectories varied from limited decline over time (e.g., cognitive and physical functioning), stability over time (e.g., self-rated health) to recovery (from social loneliness) and increase (in life satisfaction and emotional support given). The extent to which high initial levels of functioning can be retained over time and the extent to which recovery from undesirable functional states can be achieved thus played an important role in distinguishing successful from less SA. Additionally, the finding that even the most successful trajectories sometimes were characterized by decline supports the idea that SA should not be equated to "not aging" (Glass, 2003, p. 382) .
Second, from our holistic and longitudinal operational definition, it appeared that levels of SA were generally high. On the aggregate level, about half of the respondents were successful on six or more out of nine indicators of SA. Less than 11% of our sample had less than three successful indicators. However, on the other extreme, less than 5% were successful in all of the included indicators. Women had lower levels of overall success than men, but the types of trajectories found within the indicators were mostly similar for men and women. On the level of separate indicators, successful subgroups often contained large proportions of the study sample. This was most evident for life satisfaction and cognitive and physical functioning (72%-89% successful), but did not apply to social activity and the provision of instrumental support to others, where only 18%-35% of respondents showed distinctly favorable trajectories.
Third, concerning the issue of dichotomization, many of our findings would not have emerged if we had split the entire study population into two by requiring that older adults should function well on all specified indicators, or on a predefined minimal amount of indicators in order to be successful. Admittedly, our study involved dichotomization too, but on the level of separate indicators. Our approach of identifying groups with distinct trajectories of functioning using LCGA requires that successful trajectories are distinguished from less successful ones. However, counting the number of successful trajectories across all nine indicators and investigating the associations among the indicators provided insights into the composition and diversity of SA that a dichotomy on the level of the SA index itself would not have shown. Our correlation analyses showed that each indicator of SA provided a substantial but quite unique contribution to overall SA. This demonstrates that older individuals with similar levels of SA may differ substantially in the aspects of SA in which they show more and less favorable trajectories of functioning. Fourth, we showed that regardless of respondents' age at baseline, social conditions (indicated by educational attainment and partner status) and the presence of chronic diseases may enable or restrict individuals in attaining successful trajectories of functioning. These findings point to the importance of investigating social, behavioral, and biological factors leading to inequalities in SA. Our observation of such inequalities resonates with critical perspectives on SA (Martinson & Berridge, 2015) and the recent call for investigating the role of the life course in shaping and explaining SA (Rowe & Kahn, 2015) .
Policy Implications
In contrast to the other indicators of SA, we found that relatively few respondents had distinctly high levels of social activity and instrumental support given. This may suggest that if policy makers intend to raise overall levels of SA across the population, stimulating social participation might be a crucial component to focus on. This is clearly in line with WHO's Active Aging policy framework (WHO, 2002) . However, while having fewer depressive symptoms, less loneliness, and fewer functional limitations can be argued to be universally desirable, the desirability of high levels of social participation is likely to depend on older adults' individual preferences (Herzog & House, 1991) . Furthermore, the amount of support provided to others may express the needs of significant others rather than the individual's ability or willingness to provide support. Such discrepancies and individual circumstances should be taken into account when implementing policies related to social participation of older adults. To begin with, policy makers should gain accurate understanding of the barriers and incentives that prohibit or enable older adults to be socially active. Involving representatives from stakeholder groups, such as older adults and informal and formal caregivers, could be key.
Limitations
Few observational studies exist with a multidimensional scope and follow-up comparable with the data we have employed from the Longitudinal Aging Study Amsterdam, which may hamper replication of our results in other studies. Moreover, although LCGA provides a sensitive and data-driven method to rank respondents into successful and Notes: SA = successful aging. a Although correlations between dichotomous variables may also be calculated through a procedure that differs from Pearson's r, resulting in a Phi coefficient (ɸ), the Phi coefficients in our study did not differ from Pearson's r.
less successful classes, the allocation of respondents into latent classes depends on the variation within the particular sample. As such, LCGA is likely to yield results that are less comparable between studies as compared with using predefined (but rather arbitrary) cutoff points for "success." Second, while the FIML procedure in Mplus enabled estimation of a full 16-year trajectory in case of missing data, this also implied that age at death was not used as a criterion to inform SA. Whether longevity should be considered in longitudinal measurements of SA and how this influences the outcomes may be an important topic to be discussed in future investigations.
Conclusion
Although we cannot do justice to the complete variety of concerns surrounding the concept and measurement of SA, we have integrated four long-lasting issues into the present operational definition. This multidimensional and longitudinal index of SA was sensitive to variations in the aging process among individuals and across several domains of functioning and suggested that multiple phenotypes of SA may exist. Many older adults retain relatively high and stable levels of functioning across many, but often not all domains of SA.
